
802 Fox Glen Court
Barrington, Illinois 60010

_____________________________________          ____________
    Name      Date

Women’s Health History

Name:_____________________________________  Birth Date:________________  Age:___________

     __________________________________________________________________________________

3. What was the date of your last menstrual period?__________________________________________

5. Were your children breast fed?   Yes/No   Currently?________________________________________

6. Have you ever had any of the following on either breast?

7. Is there a history of breast cancer in your family?______ Whom?______________________________
     What age at diagnosis?_______________________________________________________________

     __________________________________________________________________________________

10. Other complaints:___________________________________________________________________

-----------------------------------------------------------------------------------------------------------------------------------------

For the doctor’s use:
Med Hx:__________________________________ Allergies:___________________________________
Surg Hx:__________________________________  Tobacco:___________________________________
Meds:____________________________________  ETOH:_____________________________________
       

Yes No Right Now

Discharge

Pain

Mastectomy

Biopsy

Enlargement

Surgery

Lump


